Traditional learning in Medicine was through apprenticeship and based on individual anecdotal clinical experiences, animal experiments, dogma and outdated information. Traditional medical practice was opinion-based -blindly carrying out the orders of seniors and consultants; and seeking, accepting and applying the recommendations from authorities. Traditional sources of information were often outdated (e.g. textbooks), unproven (e.g. 'expert' opinions), ineffective (e.g. didactic lectures), inadequate (e.g. reading uncontrolled case series in a journal), disorganised (e.g. arbitrary topics in journal clubs), overwhelming (e.g. information overload) and variable (e.g. varieties and qualities of scientific and medical journals). 1, 2 New knowledge and technology are growing and advancing at far faster rates than anybody in the medical profession can safely and effectively incorporate. Nobody can have the time or energy to appraise the validity and relevance of all new information even in a small and focused specialty. On the other hand, information technology development has enhanced computerised literature search and access capabilities. Realising the need for critical inspection and systematic ranking of the evidence used in clinical practice, the term "evidence based medicine (EBM)" was coined in the 1980's 3 and consolidated in 1992 by a group led by Gordon Guyatt at McMaster University Medical School in Canada. 4 Initially, there were a lot of criticisms on EBM such as "old hat, new label", "cook book medicine", "cost cutters", "suppression of clinical autonomy" and "application of population studies to the individual". David Sackett and others in 1996 clarified and defined Evidence Based Medicine as "the integration of current best research evidence The principal EBM process is time-consuming and requires special skills. It follows four steps: formulate a clear focused clinical question from a patient's problem; 7 systematically search current literature for relevant clinical articles; critically appraise the evidence for its validity, impact, applicability; and apply useful findings in clinical practice. 3 It is human nature to resist new concepts that are contradictory to traditional beliefs, training and practice. Excuses include "too old to learn", "too busy", "lack of knowledge or resources", "lack of tools or access", "lack of searching skills", and "lack of critical appraisal skills". These obstacles are not insolvable, as a large number of evidence-based summaries, clinical practice guidelines or protocols are now available. Evidence-based journals of 'secondary publication' are on the increase, e.g. Cochrane Library, Evidence Based Medicine, Evidence Based Healthcare, Evidence Based Nursing, and Evidence Based Mental Health. There is no doubt that EBM has now become the "gold standard" of "good clinical practice".
In 1996, Dr. Dickson Chang (a foundation Fellow of our College) actively promoted EBM in Hong Kong. Under his leadership, the Professional Services and Medical Development Division of the Hospital Authority established the HAMSINP review processes (Hospital Authority Mechanism for the Safe Introduction of New Procedures) 'to support doctors and to protect patients', basing on current research evidence. The HALIS-eKG (Hospital Authority Library Information System -electronic Knowledge Gateway) was established, permitting access to the best available evidence, including full text articles, at fingertips. Computers capable of rapid access to eKG and the Internet became universally available at pointsof-care throughout the Hospital Authority. Overseas experts were invited to organise critical appraisal skills workshops for local healthcare professionals. The Coordinating Committee in Accident & Emergency Service (COC (A&E)) has organised two EBM workshops in Emergency Medicine. Dr. Stephen
Hayden, an emergency physician from California, was the instructor. Evidence-based approach in clinical practice guideline development was promulgated. The periodical "Evidence" has been published regularly. Examples of topics relating to Emergency Medicine included "resuscitation using colloid solutions", "corneal abrasion and eye patch", "glucocorticoids in treating croup", "magnesium sulphate for severe acute asthma", "acute ischaemic stroke management" and "prehospital thrombolysis for acute myocardial infarction and mortality". The latest review is on "hyperbaric versus normobaric oxygen therapy for carbon monoxide poisoning".
The COC (A&E) has developed 16 clinical guidelines, including animal bites, snakebites, needlestick injury, and head injury. However, the levels of evidence or grades of recommendations are not cited in the guidelines for readers' reference. The classification developed by the Oxford Centre for Evidence-based Medicine Levels of Evidence (May 2001) 8 (Table 1) is a well-accepted system. All position statements, policies, protocols, and standing instructions of the College and the Hospital Authority should ideally be referenced accordingly. For several years, our College has organised research seminars for trainees in which literature search and critical appraisal skills are included. Our College has introduced "Best Evidence Topics (BETs)" as assignment for basic trainees since 2000. Even though EBM is within the syllabus of the "Literature Appraisal" session of the Exit Examination in Emergency Medicine of our College, it is only a test on theory rather than on practice. Improving patient outcome with EBM practice should be our ultimate aim. However, there is no evidence from randomised trials showing that EBM improves patient outcomes, because of design and ethical problems. However, population-based "outcomes research" has repeatedly documented that those patients who do receive evidence-based therapies have better outcomes than those who don't. Again, this may be an area that our specialty should look into locally.
